A knocking at the door at midnight woke me up. I cautiously opened the door to see a haggardlooking couple with their 13-year-old daughter. They had walked five days through the wilderness of western Papua seeking help for the girl. She was two months pregnant, having been raped by her grandfather. They pleaded with my husband, an obstetrician working at the government hospital, to perform an abortion. Abortion is illegal in Indonesia and my husband faced criminal consequences had he performed the surgery. Deeply saddened, he refused them. The mother and the daughter cried and begged for help. They left us looking hurt, angry and defeated. A week later, my husband came home and explained how he had to perform an emergency hysterectomy on that young girl. She had been taken to an illicit abortionist with no formal medical training. The girl was in a terrible condition and indeed the next day she died of sepsis as a result of her injuries at the hands of the criminal abortionist. The law that tied my husband's hands with this girl killed her. The law makes no exceptionperform an 'elective' abortion and face prison time. My research documents the prevalent nature of this problem among Indonesia's legitimate health services providers.
Kartini is an icon of the women's rights movement in Indonesia. She died in 1904 in childbirth at the age of 25, martyred in a cause she wrote eloquently of. More than a century later, Indonesia today still suffers one of the highest maternal mortality ratios (MMR) in the sub-region (310-370/100,000). As poor as this is, it reflects only those deaths officially linked to pregnancy. Like the young girl in Papua, death is typically not linked to her pregnancy, but simply attributed to sepsis. This spares the family social stigma and possibly criminal prosecution. Laws against abortion kill Indonesian women. What health policy and politics failure allows this? The answer to this question may fairly be described as the cause of these deaths. If one understands the cause, one is equipped to intervene and save human life.
Although practised widely, the issue of abortion brings forth more controversy than perhaps any other single health issue. Abortion is still a subject that provokes fervour and debate because it raises fundamental questions about human values. Nonetheless, radical reforms leading to general decriminalisation of abortion practices have occurred over the past 50 years, especially in the developed world. Do these successes show the way for reform in Indonesia? Perhaps not, first because Indonesia's situation is unique in the context of developing nations reforming abortion laws, and second because the abortion issue in Indonesia has been framed in the context of the ideological poles of Western democratic liberalism and fundamentalist Islamic values. economical and cultural life is significant. Although Indonesia's constitution assures the right for all persons to worship according to his/her own religion, only six religions are officially recognised (Islam, Christianity, Catholicism, Buddhism, Hinduism and Confucianism). All Indonesians must choose one of these recognised religions and declare it -the declaration appears on the national ID card, which everyone is required to carry. Critics asserted it served to deepen religious divides in a country struggling to mend internal fences often defined along religious lines. Religion stirs hearts and minds in Indonesian society. Most Indonesians look to their religious leaders for answers on moral issues, including abortion. They do not consider laws of the State moral guidance, but instead expect the State to look to religion for moral guidance in making laws.
The legal system in Indonesia
The Indonesian legal system is extraordinarily complex and still evolving. Although Indonesia has more Muslims than any other country in the world, Sharia law has not been adopted as the main law in the country. This derives from the hundreds of years of Western (principally Dutch, but also British) colonial rule. The transition from the Dutch colonial legal administration into the Indonesian legal system attempted to enforce the concept of unity in diversity (uniting the vast diversity of cultures across the Indonesian archipelago) and to implement a unified legal system, but this ideal has yet to be accomplished. The effort appears to be simply adopting Western laws that are framed for a capitalist society with a high degree of individualisation. However, by implementing a massive, highly centralised bureaucratic and autocratic system of government, Indonesia bypassed the more nuanced needs of a pluralistic society and thus destroyed legal pluralism. Currently, there are three recognised legal systems in Indonesia: (1) the national law derived from Dutch colonial law (civil law), (2) Islamic law (Sharia), and (3) customary law (Hukum Adat).
This complex legal status often places Indonesian women at tremendous disadvantage -where protection may exist within the formal Western legal model, discriminators may justify their supposedly illegal actions by citing either Islamic or traditional laws (or vice versa) because local authorities may enact additional laws beside the national law. For example, in a predominantly Muslim area, local government can incorporate Sharia law in its local regulations. Customary law still exists in areas with ethnic groups living traditional non-Western and non-Islamic lives. For example, community leaders carefully consider community consensus in mediating a dispute. Thus, a person convicted for a crime may be tried and brought to justice under several systems of law depending on where he lives, his ethnicity or his religion. Among communities, Hukum Adat exerts the most profound influence on the daily lives of the members of these communities.
3 Ambiguity and contradiction in the laws related to abortion Under section 346-348 of the Indonesian Criminal Code, any person performing an abortion is subject to imprisonment for five and a half years and a woman willfully inducing her own miscarriage is subject to imprisonment for up to four years. Although the Code contained no exceptions to its general prohibition on the performance of abortions, in the 1970s, an 'understanding' was reached by medical professionals, on the advice of the Chief Justice of the High Court, that abortions could be performed to preserve a woman's life or health. What soon followed that informal agreement were continuous attempts to reform the abortion law formally. These efforts were led by members of the legal and medical professions, as well as by women's organisations, to reduce morbidity and mortality associated with clandestine abortions. As a result, the draft bill of 1989 on Pregnancy Termination for Health Considerations was passed into law (Health Law No. 23/1992) in September 1992. The Health Law Article 15 verse (1) specifies that:
In the case of emergency and with the purpose of saving the life of a pregnant woman or her foetus, it is permissible to carry out certain medical procedures.
Clearly, the word 'abortion' has been avoided and the statement is also vague because it says to 'save the foetus'. The law further explains that the 'medical procedures' must be based on the guidance of a team of experts, must have the consent of the pregnant woman or of her husband or family, and must be performed by health workers with the expertise in a 'certain structure'. An explanatory note to the law specifies that the health worker must be an obstetrician/gynaecologist, that the expert team is to be multidisciplinary, and that the husband or family is to give consent only when the woman is unconscious or otherwise unable to give consent. These legal contradictions have spawned a virtual freefor-all in viewpoints on what constitutes legally sound abortion practice. Some view any act to terminate a pregnancy as strictly illegal, while others take the view that 'menstrual regulation' (a euphemism for early abortion practice) is not considered to be illegal abortion because it accords with the Islamic view that ensoulment of the fetus does not take place until 120 days of pregnancy have passed. Some believe that abortion in the first trimester is allowed to save the woman's life, or permitted in the case of fetal deformity.
The vague legal status of abortion has also precipitated many controversies among professionals and law enforcement officials. For instance, some doctors interpret saving a woman's life as putting the woman out of the danger which could harm her not only physically but also mentally. Hence, these doctors will perform abortion in the case of rape or incest, especially in adolescents with the consent of their parents. On the other hand, law enforcement in a morally conservative context interprets the vague law literally. As a result, many doctors and also women are convicted as criminals under the criminal law and imprisoned.
Abortion practice
Although the laws on abortion in Indonesia are relatively restrictive, they are not strictly enforced. A million or more Indonesian women seek termination of unwanted pregnancies each year. The clandestine nature of virtually all of these abortions, driven by social stigma, religious prohibitions and serious legal consequences, conceals the extent to which unsafe abortion causes death and illness. Witchdoctors, traditional birth attendants, nurses, midwives and even many general practitioners provide abortions but lack adequate training and their technical incompetence causes deaths from abortion complications. As stated before, only obstetricians/ gynaecologists are allowed to perform abortions under existing laws (and under some vaguely defined conditions), thus they are the only group to receive adequate training and be regarded as competent.
In Indonesia, access to maternal health services depends very much on a woman's marital status. Women who conceive out of wedlock access maternal health services only with the substantial risk of severe condemnation and social stigma. Neglect of single women's reproductive health problems is deepened by the Indonesian Population Law of 1992, Article 10: it is illegal to provide family planning services to unmarried women (a concession to religious groups in exchange for their support). Providing contraception services to unmarried women is explicitly forbidden. Thus, while abortion for married women is tacitly accepted and allowed under some interpretations of existing law, especially for women with two or more children, premarital pregnancy and abortion remain highly stigmatised and therefore extremely risky for single women. Abortion providers are highly critical of unmarried women who seek abortions, despite their willingness to carry out the procedure.
5 The movement to legalise abortion and the change in Indonesia and global macropolitics The history of the amendment of the 1992 Health Law is coloured by many factors from a complex macro political-economic situation, to local sociocultural and socioeconomic issues. In Indonesia, where religion is considered an essential component of social life, discussion of reproductive health inevitably has a theological dimension. Moral and religious controversies over family planning, abortion, sexual rights and other aspects of reproductive health shape the debate and the movement to liberalise abortion law in an Indonesian sociocultural context.
Since 1998, Indonesia has been in a state of constant political and economic reform. Although most of these changes may be considered positive by liberal democratic standards, reform has exacerbated old problems and created new ones. Chief among these is the stability of Indonesia as a republic uniting a diverse range of people across its vast archipelago. Divisions deepened and communal conflict arose in many provinces. The stability of the union of the republic was seriously challenged and the government made stabilisation and harmonisation a very high priority.
As a relatively young nation, Indonesia has tried to find her way to be more democratic. Global political changes have also played important roles in influencing successive governments. Each president and the appointed cabinet and elected parliament members have played significant roles in addressing the issue of abortion. This issue cannot be separated from Indonesia's history in the struggle to search for its identity since its independence from 350 years of Dutch colonial rule in 1945. The abortion issue weaves itself into the political texture of the nation, and this has been especially true since the fall of dictatorship and the rise of democracy.
The effort to amend the health law was started during Soeharto's presidency. In 1995, concerned people from health and women's non-governmental organisations (NGOs) conveyed the need to amend the health law to parliamentarians in the health commission. After a series of brainstorming sessions with the Ministry of Health and related ministries, professional bodies, academics and health NGOs worked to identify and list the problems -and the first draft bill was developed with the assistance of the Department of Law and Justice. Then the economic crisis of 1997-8 ripped across South-east Asia. Indonesia was particularly badly affected with the Rupiah losing 80 per cent of its value (relative to the US dollar) within just a few months. The crisis precipitated a boiling over of the long simmering discontent with the government. As the depth of the economic failure became fully realised, open hostility to the government poured on to the streets resulting in Soeharto's downfall in May 1998. This was not just a change of government but the dying gasp of an authoritarian style of governing the diverse peoples on the Indonesian archipelago that started with the arrival of the Dutch over 400 years ago. The fall of the strongly Jakarta-centric regime precipitated a strong and swift current sweeping the authority of government out to the longdisenfranchised provinces and districts. It was seen as a very high priority in order to preserve the unity of a now shaky republic having many regions bearing historic grudges against Jakarta. The fear and urgency were not unreasonable because at the time, East Timor had been lost, and Aceh, Irian Jaya and several other provinces were also agitating to break away and thus threaten the integrity of the republic. The decentralisation process was rapid and far reaching, and it laid the groundwork for more equitable relations between Jakarta and the provinces in the long term. But in the short term, because central government controls had loosened while provincial controls were not yet established, decentralisation poured fuel on the flames of the reform process. The draft health bill got lost in this transformation.
When Megawati became the first woman president, she brought hopes for many womens' rights advocates due to her promise to protect women and give more attention to women's issues. However, her cabinet appointments reflected her political debts to various political party leaders and the military, and these stymied many reforms. Megawati made constitutional reform one the priorities for her new government. She called for the establishment of a constitutional commission to consider amendments to the 1945 Constitution. As these reforms unfolded, the first bill to amend the health law was being discussed internally in parliament. At this crucial point, facing the first popular election of a president, she was defeated by Soesilo Bambang Yudhoyono and her term ended before the amendment could be considered as law. Before she left office, in 2004 Megawati endorsed a new regulation about the process/stages to make and amend bills (UU RI No. 10/2004) . With the enactment of new regulation, and the change of the cabinet under the new president, the process to amend the health law had been put back to square one.
At the international level, the tragic events of 11 September 2001 started the new era of world politics and an ominous US national security strategy. The very symbol of liberal democracy suddenly exposed very sharp teeth that happened to sink into predominantly Muslim nations. Subsequently, other events around the world served to escalate tension between Muslims and the West. The cultural clash is becoming more and more entangled, seeping into the politics and attitudes of the West and of the Muslim world, including Indonesia. Muslims all over the world present themselves as robust defenders of Islamic values. In Indonesia -where more than 80 per cent of its population are Muslims -there is growing anti-Western sentiment. This severely affects internal reforms aimed at issues like women's reproductive health rights, which are widely perceived as rooted in Western ideologies. The global conflict colours the dispute far beyond the realm of the abortion issue itself. The conservative religious community in Indonesia exploits the issue, seeing it as secular liberalism (capitalistic/Western) pitted against Islam.
6 Assessing the future Indonesia has been a party to the Committee on the Elimination of Discrimination Against Women (CEDAW) since 1984 (ratified as UU RI No. 7/1984), and this illustrates the government's political will to take issues such as violence against women seriously. In response to strong protests from a broad spectrum of women activists/organisations to government passivity in the face of incidents of sexual violence during the May 1998 riots, the government established the Indonesian National Commission on Violence Against Women on 15 July 1998, through Presidential Decree No. 181. It refers to the CEDAW Declaration. However, the laws and regulations still contain provisions that are discriminatory towards women. In practice, women remain unequal to men in terms of rights and opportunities because of a combination of traditional and cultural practices and certain laws that are contrary to the principle of equality. All of these give a glimpse of a woman's position in Indonesian society. An ongoing movement, led by women's groups, medical and legal professionals, seeks to reform the health law in accordance with the global movement to increase reproductive health services access for women in developing countries.
While waiting for the government to appoint the institutions that will draft the proposed amendment of the health law, a hardline Islamic bloc in parliament pushed to pass anti-pornography legislation (RUU APP), banning art, culture or literature that is deemed erotic or offensive to Islam. This push provoked heated debate. The bill contains provisions under its prohibitions of 'porno-action' that in effect criminalise the female body. Some of these provisions include a ban on women revealing parts of their bodies in public, including the thigh, hip, buttocks, belly button, shoulders and -either partially or wholly -breasts. Penalties include 2-10-year jail terms. This anti-pornography bill has stirred society with its proposal to require women to be covered from head to toe. Proponents, invariably Islamic, cite their wish to protect women as justification. Massive demonstrations from both pro and contra forces occurred daily for months. It fiercely tore at the country's pluralistic nature, placed pressure on community diversity and diminished individual rights. The debate on this anti-pornography law has indirectly stalled the amendment process of the health law. The amendment of the health law is seen as embodying liberal values in frank opposition to fundamentalist, anti-pluralist, Islamic values. While previously the health amendment received little popular attention, it has now become a lightning rod of national debate on the unity of the country. The fact that a presidential decree is needed for the health bill to be further discussed can stall the amendment process. The executive branch seems reluctant to make a decision regarding this sensitive issue.
The way an issue is framed is very critical. It is unanimously agreed that Indonesia's MMR is too high. However, views on the cause of this high rate are widely divergent, and therefore priority and strategies for solving the problem are correspondingly divergent. There is a consensus that the high MMR is a major health problem, but there is no consensus that abortion is a major contributing factor to the high numbers. Everyone widely sees abortion as a problem, but there is no consensus on why and in what way it is a problem. There are many different proposed solutions for unsafe abortion, for example increased access to family planning, education, better economic conditions, greater control of women's reproduction through promotion of religious/moral values, and legalisation of abortion by incorporating it in the health bill.
For those who see abortion as a significant contributing factor to the high MMR, access to safe, affordable and legal abortion constitutes the solution. The strategy aims to set up legal and affordable abortion clinics, train health personnel to perform safe abortion, etc. This strategy requires incorporating safe abortion access into the health bill -the new law would serve as an umbrella under which to develop regulations, policies and practices to address it. Women's NGOs and liberal Islamic-based religious groups see it as a women's rights issue in terms of a woman's right not to die because of unsafe abortion and a woman's right to choose whether or not to continue a pregnancy. The women's groups, individuals in the parliament and certain academicians, who view abortion not only as a health issue but a human rights issue, offer solutions to legalise abortion -allowing every woman to decide whether she wants to continue her pregnancy or terminate it without the fear of violating the law and facing prosecution. Thus, language allowing less restrictive access to abortion somehow needs to be incorporated into the bill. The hard-line religious groups and political parties view abortion as a result of a morally corrupt society and propose a different solution to address the abortion issue.
There are clearly different perceptions about the solution for the high MMR, but everyone agrees that the health law needs to be amended although the reasons are varied. The issue now is whether legalising or at least decriminalising abortion should be incorporated in this health bill. All key actors support the amendment of the health law in general, but sharp divisions arise when confronting proposed solutions to the abortion issue.
The proponents of abortion rights view the amendment of the clause on abortion as a means of decriminalising abortion, which means increasing access to abortion with fewer legal obstacles and thus diminishing the likelihood of unsafe covert and unregulated abortion services. This does not set legalisation of abortion as the goal. If the proabortion policy advocates insist on a noncompromising legalisation of abortion, those who support the amendment of the health law in general could become defensive and veto it. Thus there is no consensus about the language in the health bill, especially those articles regarding abortion. Belonging to this group are parliament members, especially those on the health commission, and members of professional bodies, NGOs and progressive religious groups.
The opponents of abortion rights view the amendment of the clause on abortion as a means of legalising it; this is the establishment of access to abortion as a health right that cannot be denied. Hard-line religious groups and political parties belong to this group because they perceive the articles about reproductive health as a means to justify abortion. This group equates the term 'legal' with 'legitimate'. In other words, if it is legal it is morally just, or legitimate. However, in the language of law, 'legalise' carries no such meaning. It instead means to regulate and not to liberalise.
The turnover in the executive and legislative branches can also influence policy development and political will by creating a shift in priority given to reproductive health issues. The abortion issue is not a public health debate per se. Focus on the cause of the high MMR fails to acknowledge the broader context. Although prominent Islamic religious groups acknowledge that the Koran indicates 'ensoulment' occurs at about day 120 of pregnancy, there is still no consensus about the language on this topic in the health bill. That language must survive the prevailing political will at the time it goes to legislative consideration. In order to do so, it must express the over-arching aim of bringing down the unacceptable MMR rather than sharply focusing on the decriminalisation of abortion.
Distinctly Indonesian
Clearly, the Indonesian context is different in some respects and there are several reasons why the tactics used successfully in other countries would not work there. First, Indonesia has a fiercely patriotic character that has, on several occasions, prompted her to decline foreign assistance. The founding President Soekarno famously said to John F. Kennedy in a radio address, 'To Hell with your aid!' Every schoolchild in Indonesia knows this; it is engrained in the national psyche. More recently, in 1994, President Soeharto called for an abrupt and complete end to aid from the Dutch government because he did not like some of the ideological reform conditions attached to it. Donor agencies simply cannot play that card in Indonesia. Indonesia has access to adequate funds to support abortion services, but has lacked the political will to institute reforms allowing safe and legal abortion. When foreign partners participate in a reform effort they bring intellectual, economic and social resources to the table. Therefore, this independence from foreign influence in general, but on the abortion issue in particular, also creates a vacuum of alliances and power. In other words, the abortion reform movement in Indonesia generally lacks the influence on political will that foreign funding can bring. Motivated, experienced and resourced allies from the international community tend to be excluded. This stance of the government of Indonesia, along with a large degree of independence from aid linked to controversial reform requirements, essentially demobilises effective alliances with potentially powerful partners beyond the borders of Indonesia.
Another important distinction from other countries is Indonesia's ideological and historical context. The struggle for abortion reform in Indonesia is occurring at the juncture of three history-shaping trends:
(1) new democratisation, (2) strengthening Islamic values, and (3) the framing of a global 'war' on terrorism. The first truly democratic election of a president occurred in 2004. Democratic liberalism, while certainly moving forward, is nonetheless relatively embryonic, and it is being challenged by a much older and more firmly established religious fundamentalism. Worse still, that challenge is occurring in the turbulence of the global 'war' on terrorism, where many Muslims, rightly or wrongly, perceive the West as waging a war against their religion. A woman's right to safe and legal abortion has been painted as a Western ideology and agenda that aims to undermine Islamic values as a front of the war on terrorism.
Following other country examples of coalition building for reform supported by foreign agencies would lead nowhere in Indonesia. In fact, far from being engaging in overt advocacy for legal change, the international community in Indonesia must assume a distinctly low profile in supporting abortion reforms. The opponents of reform would undoubtedly cite the activism as evidence of the Western agenda against Islam. In this current political climate, even an anti-reform alliance with the United States Agency for International Development (USAID) under the current Mexico Policy would be untenable. Successful reform in Indonesia must have a distinctly Indonesian and even Islamic face. Perhaps more importantly, reform must also allow the proverbial saving of face so important in most Asian societies.
Indonesians often avoid conflict and achieve consensus with subtle ambiguities in social, economic, political and legal arenas. The decision to include abortion reform in the health bill has stirred controversy, as it sets the stage for sweeping away ambiguities and creating winners and losers in the abortion debate camps. Perhaps more importantly, the debate on abortion has emerged as a lightning rod for a much broader debate now occurring in Indonesian societythe struggle between liberal democracy and authoritarian theocracy. It is the clash between these two starkly different visions of Indonesian society that sets the stage for achieving unambiguous legislation on abortion, for better or worse. Against this backdrop, one may begin to grasp the landscape of this ideological struggle in Indonesia. The central government and the long-wielding autocratic power from Jakarta embraced decentralisation as a political instrument to placate restive and dispossessed provinces and thus preserve the republic. Regions of strong Islamic beliefs promptly passed ordinances based on their perception of Islamic beliefs, including mandatory clothing restrictions on women, curfews on their movement and criminalising their sexual liberties. The secular central government acknowledges the threat these local ordinances pose to the republic, but they have yet to challenge a single one out of fear of provoking an even more divisive conflict. Therein lies the basis of their reluctance to deal with the abortion issue directly.
Despite these daunting challenges, the advocates of women's health in Indonesia have achieved stunning political success. Through their powerful networks of access to political decision-makers, they convinced parliament to put the health bill as a priority agenda item in the National Legislation Programme for 2005-9. This success has created the bright hope of a window of opportunity in the political context. Abortion reform may yet be achieved, despite the seemingly long macropolitical odds aligned against it.
The challenge lies in mustering the political consensus and support without compromising it. The challenges faced by such a lobby can be summarised as follows: 1 Although it is agreed that Indonesia's MMR and unsafe abortion numbers are too high, there is no consensus that abortion is the core problem. 2 Although it is agreed that the health law needs reform, the reasons vary. 3 Because of these different views on the problem and solutions, there is no strong political will.
Each of these challenges buttresses the other. Break one and the others collapse, or fail to do so and they stand. If the law protects women who seek abortions, then women's health is acknowledged as a legal priority, and the importance of their reproductive rights (and health, and in the context of abortion, the right to life itself) supersedes political costs. All these challenges can be met with appropriate strategies. Most stakeholders can accept that too many women are dying and that there are too many clandestine abortions. In bringing together supporters and opponents of abortion reform to the negotiating table, advocates must frame the issue appropriately. For example, getting across the understanding that most women seeking abortions are married will assault the first challenge -abortion is a consequence of immoral behaviour. With the health of women as an acknowledged priority, and abortion practice destigmatised, the political will may be achieved. If these principles operate at the negotiating table, a window of opportunity may emerge.
Conclusion
In Indonesia today, a woman with an unwanted pregnancy faces stark choices. She can see the pregnancy through to birth and face social ostracism, loss of her family support network, especially if she is out of wedlock, and even harsh criminal punishment. If she rejects this outcome, she can only seek abortion from a clandestine provider who is likely to cause her serious injury or death. We know that far too many women make the latter choice and pay with their lives. It could be said that society and the laws of Indonesia effectively deny these women the right to live by giving them such a narrow choice.
Religious authoritarianism does not only affect the health of women, it challenges the integrity of the Republic of Indonesia and its liberal democratic future. Political and moral courage is required to face authoritarianism in all forms, especially religious. 
